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i 'x.ors:: ». 

:tt i-a wel3 a»t4.b:. fict that the rerdacerrect 

ol '.'et;;.ra.2 cctsrscttni^a lenr ^/ith ayA -artiticial onm is one 
«i t.'.c '.':.’H; 5 t; I'/ays to tlic cats-xact pwtisfst* It 

h‘ • peinlc." out why otththalnologists did 

coiitift'U’i! to y€»rlc?ny slr-yj.o cataract oper<fltJoTi which 

ifi tliJe: ccrytTiX^ hf-cain© oiAt (jT: thf? riifest, pzocedwr© in 
mefUcine* Tfto ainawfei feuif CTidont « aphakia hcs Rtfiny 
d j 6ddvdntA*ji.u « 

The aphakie giaasea are not id«al optical aids. 

Although the patient might achieve the normal central 
vision? his visual field is markedly constricted which is 
compounded by ring scotoma. Further# difficulties develop 
through the spherical abberrations of the aphakic lenses. 
And above all from the prism effect that occur# when one 
looks through the aide of the lens. 

Further the cataract glaesos magnify the iniage 
between 25 to 3Cr;i. It is therefore# Jjapossible to correct 
a patJ.ent with a»rs€>cul«r aphakia, divmn with bilateral 
mph&klk.^ the magRiflcatior* effect is a handicap objects 
appear to ba nearer than really they ere. This leads to 
felso visual orientation at* difficulty with coordination. 
The patients with aphakic glasses are unable to estljaste 
• the distance properly and that even croising of a road 
tacoMs dangerous* 


. Icar.t iTOirovement. for tJic- t -.tv<r-.'Ci‘ c ;'1 

uti/id wit.li lialjroaac tier' of contiJCt, ler<a iLr - 

magnification effect is considerable sriielier onl^ v/ucc-t 
and problems of spherical aberration# distortion aiid 
xing scotoma are eliminated* 

The contact lenses can be fitted in raonoculer 
aphakia* However, contact lens can lead to corneal 
vascularisation or endothelial deconpensetion* I£ lens 
hygiene is neglected# it mey lead to comeal ulcers e^en 
loss of the eye. Contact lens are not useful for patient# 
who are working in dusty environwent. Old patient with 
diminished lacrimation have trouble in wearing them* 
further# many contact lens frequently get lost. 

Keratophakia and epikeratophakia is still llmit«d 
to Investigative condition' end . to a 'few centres* The 
usual recovery time is longer 'and final visual result is 
aam® time less satisfactory than that obtained with other 
.modalities of rehabilitation. 

All the Just mentioned difficulties are minimised 
if an artificial intraocular lens is implanted. This 
stateiwnt is based on well docui^nted, cllnlcol evidence 
gathered by many ophthalmologist through out the world. 



rhR*"#* arf! ?nany tyrsft of tOL ifrq>lAnt; ?"r,1:©rlor 

cb'caber lOCi» irif« supported lOL iinplants and posterior 
chaaiber IDL iirplanta. The best one is as good as 
naturally occuring lens is post . ch«ii»r intraocular l«n« 
with better centering and fixation# 

The other ad'rantages of .posterior chamber lOL 
impiaata over anterior chamber lens and iris supported 
lens ere redacted incidanca of corneal complications# 
iridocyctitis# cystoid macular oedoraa# iris atrophy# 
secondary glaucoma# UOH syndrome# implant dialocetion 
and retinal detacha»nt. 

These are very useful for patients whom aphakic 
spectacles are unpractical ■ or even- dangerous to wear 
(Monocular Aphakic patients# Pilots# Surgeons, Drivers 
and active outdoor people who require good Peripheral 
■ vision such as# sportnwin and hunters). 

These are also useful in fannsrs# ranchers# road 
workers# labour of fumy chemical contaminated ®nvlroniw»nt# 
whom contact lens are contra-indicated# 

With these posterior chamber infjlants patient can 
be discharged after few hour to one day ai^ can perform 
hi« routine work within a week tinwi# hence early rehabilitation 
is great advantage# with good visual acuity and good 
binocular vision alongwlth better field of vision and nc 
, enlargeiMint of image* 
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There are few dlsdavantagea also like it c-’an fee pnt 
ji,o 3 'ciy after extracapsular cataract extraction, late 
tiiickeRing of posterior lent capsule which see*? 
posterior capsulotojwf is a difficult procedure if polishir3“j 
of post capsule was not done properly during Iniplantation 
enci there are chances of dislocation also* 

The irerious posterior chamber implants are p*arce 
rigid tripod lens. Shearing *d* loop lens, Siincoe 'C* loop 
lens, Sinsky, t^rats, Keliwn uxsdified * J* loop and i-%a*occo 
silicon (elastic) lens. Tl»«® lenses are made up of rigid 
or flexible loop, made up of polypropylene or PWliA and are 
sterillaed by ethylene oxide gas# . 


m a « e e * 
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ffaaini an intinerat® ophthalmologist of the l^ith 
ceni'oz’y ’f/as probably the first person to mention t>'e 
of lens implantation Into the ey« in Y'I^cz 
i..hJ natural cataractous lens* 

Later on# in 1795 Casamata implanted an artificial 
If.iis ot after cataract extracticm, 

^i'Axn^'i'iiCh. - I s 

Harold Ridley ' of London observed that the fragment 
of plexiglass (PKMA, Perspex) from shattered cockpit eanopie® 
could bo well tolerated with in the eyes of British Pilots 
following ocular perforation. The first intraocular lens ■ 
(lOL) was Implanted into the capsular bag following «xtr«- 
capsular cataract extraction at St. Thtxnes Hospital of 
London on Ncweirtoer# 29# 1949 and the second on August# 23# 
1950, These two lenses had too high' a refractive power? 
therefore# the patient postoperatively had a -20,0 and 
-15,0 D myopia respectively. These results coiwpell^ Ridley 
to calculate tfm radius of curvature. The new lense© were 
implanted by him. in 750 eyes#, around 1959 he gave up ' 
implantation because there were too many complications. 

Ridley surawarised the ccw^licatlon of his lOL m 

tailows I ■ ' ■ ■" ■" V : - , 


Hi Iritis due to residual lens materiel in t^c or 

inadequate removal of implant sterilising tfolntion. 

12) Occlusion of the pupil by lens inf lanraatory membrane. 

(3) Late thickening end <^acif ication of posterior 

capsule especially in young patient. 

1^) Loss of anterior chaittoer, 

( 5 ) Secondary glauc^a. 

(G) Iris atrophy from pressure by optic of ICL. 

C7) lOL Dislocation. 

GEKSHiiTIOK - II t 

Ridley lens was soon followed by several other type 
of lenses that shared the feature that their rigid or 
elastic support was fixed with angle of anterior chamber. 
These ere described as ’ 2nd Generation lenses. The main 
advantage of them are - 

(1) Implantation cmild be done after intra or eactra 
capsular cataract extraction. 

(2) Secondary Implantation could be performed. 

C3) ■ Chances of dislocation of lens are minimal, 

Baron (1952) performed the first anterior chaaiber 

i 

lens implantation. This lOL was a curved disc with a bent - 
forward curve toward the cornea and it comes into contact 
with the corneal endothelium leading to cocneal 
deccaa|>osition # 


Iv 1952 Danheim designed, the first c’j'^sed 

lor*’:' tyjr-e of anterior chairiber lens. This lens failed 
because of the nylon haptics (Supramid-6) which undergoes 
hydrolytic biodegradation in the eye. This biodegradation 
lati to irritation in the eye# breaWown of loops and 
disintegration of the lOb with dislocation. 

Stran^elll on 28th September# 1953 Implanted a 
tripod, anterior chamber lens which was a prototype of 
rigid anterior chamber ICLs. He had reported to the Inter- 
national Ophthalmological Congress in Brussels that tw - 
third of his eyes on which he operated in 1953 developed 
bullous keratopathy after 5 years of quietness {1958). 

In 1956# first Choyce rigid anterior chamber lens 
was introduced and later its me^if ications culminated in 
the product of near VIII and IX lOL, tJGH syndron* of Ellingson 
was initially attributed due to warped foot plate and poor 
edge finish of same jK>orly made copies of these lenses. 

Baraquer (1959) modified the Danheim lens and his 
closed loop anterior cheiidaer lens in ‘J* loop lOL for the 
first time after cutting away the one half of each of the 
closed loop. There lenses' gave good results but the nylon 
loop biodegradation and 'erosions into angle recess woro the 
laain complication. The *d* loop and its various modificat- 
ion have been . IncorpcKcated with great sweess Into raodem 
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i-i.ciicop'is'kos of wsro irai-lciiLisiu hy 

Guei^ry (1956], kidley (1952). Icharf (1953) and IcVic^^ik 
il954j , 

GEramTiok * III I 

Centered development of anterior chamber lens and 
introduction ©f iris supported lens. In 19S3 Epstein 
introduced iris supported lenses of collar studtyi.« with 
iris fixation. 

Binkhorst in 1957 developed the original iris clip 
leisB which was implanted for the first time on 11th August. 
1958. Binkhorst based his design on following consideration - 

Cl) PMMA is well tolerated in the eye provided it has 
been properly cleaned &fy& sterilized, 

(2) Posterior chamber Itoses. upto that time, had a 
strong tendency to dislocate, 

(3) Most of the anterior chamber lenses in use at that 
time had a' high incidence of comeal con^sl ications . 

( 4 ) The results with the original Ridley posterior 
chamber lens indicated that cmtact of the Inplant 
with posterior surface of iris did not, in itself, 
give rise to any complications. Ife believed that 
iris atrophy and- its consequances were caused by 
uveitis and not by contact* 
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lE 1965 iSiRJchorst modified the original lens into 
tis/u loop iridocapsular lens, 

lAter metal loops were introduced in Epstein 
maitesecross lens which evolved into Copeland l'':v-3, 

Fyodorov in 1968 introduced sputnik iris clip lens 
in Soviet Union. 

'In 1972 v^orst medallion irldocapaular and in 1973 
Worst platina lens were introduced. 

The following complications were encountered in ' 
long term with these lOL, 

1. Atrophy Erosion of ocular tissues. 

2. Corneal decompensation, oedema and pseud, ophakiE 
bullous keratopathy, 

3. Cystoid macular oedema. 

4. Inf lananation and U.G.H. syndrome, 

5. Cellular proliferative reaction leading to posterior 

capsular membrane? pupillary meiabrane? secondary 
glaucoma, cocoon, membrane excessive fibrosis and 
synechia®, vitreous face opacities* 

6. Subluxation or dislocation. 

7. Cqttplication related to biomaterials eg. nylon and 
metal loop. 


Mr.jor improTCn«nt in micro-surgical tectiniquer , Irjr.s 
mater I"! Is and lens design; introduction of posterior charter 
lenroe, 

iron- 1975 to the present there has been the increasing 
use oL iCC:- and posterior chamber implantation, Numerous 
modecTj, well designed anterior and posterior chaniser ICL have 
been introduced which are listed in Table - I. Kow the 
implantation techniques are more refined and «afer. This era 
has also seen the transition from nylon to polyethylene and 
PM!**, as a loop materiel. 

The most important beakthrough was a return to Ridley's 
original idea of posterior chamber lOL, 

The first of the modern generation posterior chamber 
lens was pearce rigid tripod lens introduced in England in 
1975. 

In 1977 Shearing intrCKluc^a *J* loop lOLs and placed 
into posterior chamber by anchorring it at the cilliary sulcus 
or within the lens capsular bag. The use of various lens 
■insertion glides and viscoelastic surgical adjuncts have made 
in the bag implantation as easier procedure ■• 


rt.her Irldocapsular lenses are - Siiico® ’C' loop 

and r-inslcy lens (mid 70 to let.e 198r?*s)* 
ratt.'fL .nine* j. term lens# Fetilteer lens, Rainin cotrolrlc-’-. 

.teas,*sr^ loop, Lynell lens, Pannu lens, Shepard 'UBivarsal 
I'FfRS 3 M / 34 S lens and Mazaocco Silicon lens* 

feny surgeons teel laneasy at placing a foreign Jsody 
into the tolologicely 'active highly vascular end nerve 
containirig tissue, such as the uvaa._ The removal of I*:weeB 
Irom the ciliary body is extremly difficult. This further 
develOi> the placement of lens inaid® the capsular bag 
(endocapaular) after ECCE. 

1970, 79, 82 Binkhorat .realises that the anterior 
loop of his 4 loop lens were unnecessary when he placed 
the posterior loop into th® bag after ECCE, since the len® 
in most instances was adequately fixed. He changed the 
design accordingly and called It the Binkhorst cndocapsular 
lens . ' ■ ■ . ' . 

1980, 83 Ania presented the original and physiologic 
concept of lens design. 'He- felt that the supportive element 
of lOL should be circular, and fill almost the entire 
equatorial circumfraiMses' of capsular beg. Advantages ©f which 

are • . . ■ , . .■ ' , 

1. Decentral isatiem of lens will not occur, 

2, aubluxatlon is less likely* : 
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Posterior capsule is evenly stretched in all 
lirsctlon preventing formation of folds in th« 
c.iprale that might hanper the visual function* 

4, lio rotation is necessary, 

alight modification was don® In Galasad lens; and 
sheet lens. 

In 1983 Binhhorst Introduced an ’•all retropupi I lory 
lens (Moustache lens) having ultrathin optical part of 
of 6 fiTO diameter and *J* loop haptic made up of 0.16 mm 
extremely soft polypropylene attached to the utmost periphery 
of lens. Overall length it 12 mm. The two haptic loops are 
oriented in mirror image in such a way that a straghtforward" 
"Cfifc movement insertion" i« possible. 

In early, 1980 ’J* loop lens for in-the-bag placement 
developed while original *J* loop were designed to be placed 
in iridoceliary sulcus. The diaMter of irldociliary sulcus 
fixated lens were 13.5 to 14 nan, while slightly redxiced about 
12.5 rm for endocapaular fixation in beg, 

Th® ‘C* loop lens of Simcoe is als© available in a : ■ 
diameter suitable for in-tlw»-bag placeswnt. 

In 19S3 wasaoeco (Staar) described a on© piece 
silicon© lens that is § « in diameter but can be folded for 
insertion through a 3 mu corneoscleral wound. It is auto-^^^ 
clevable and foldable and having excellent optical Qualities 
and seem to be very gentle t© the tissues# 
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Mitswru liakazawa and Kyoshi ahtsukJ. FZ (1‘5T<3} 
in JepaB measured apparant accoijansxSation In 42 pffiei,idophakic , 
eyes (34 patients after implantation of pofterlor chamber 
lOl. I«nse3. The mean apparent accommoda tier wa® 2,03 1.C3 

diopters . ^ The mean accoiwnodatlon power of 16 phakic eyes 
ased && controls was 2.91 +1.29 diopters. The diameter of 
tho pupil appeared to be most important factor In apparant 
accofMKxiation - the smaller the pupil# the greeter the 
apparent acconroodation apparant accommodation was universely 
proportional to the diameter of pupil. There was no correlation 
howavar# between apparant accommodation and corrected visual 
acuity# rafractlve error# corneal astigmatism# or axial length. 
Tl»er® was a negative correlation between apparent accowmodatlon 
and anterior chamber depth. 

Tho»s# J# Liesegang M)# Wiliam M# Bourne KD# aM 
Duan® M Ilstrup iffi. (1984) carried out a study at Japan 
showing short term and- long term endothelial cell loss ■ 
associated with cataract extraction and intraocular l«ts« 

implantation . 

A group of 249 patients undergoing cataract extraction 
with intraocular l«is implantation underwent specular micro- 
scope endothelial cell photographs before surgery and eight 
week# and two year after surgery. The Intraocular lenses u*M 
were sheering pewterior ehartoer lens and transiridectowy clip 
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leru': after ^ytracar^sular cataract axtractior anf th", 

TTiec’ ; n ien iiMe siit’ire lenc aft^^r intrr.caps'alar cata.ract 
ein .(.‘-.ccj-or , Thirty seven patient# who ■un*3e,rwerit cijiei’act 
e^.u.L...ctlon without implantation servisd as controls « Eight 
taOis.- k (utt.er. st-rgery# there was no statical diffarenc€) 

the groups with intraocular lenses and tte groiaps 
wii.'hout tteiTi* One year and two year after surgery# 
eiiuotheiial cell loss had occured in ell groups excexjt the 
group who underwent extracapsular cataract extraction 
without intraocular lens implantation a group in which th® 
patients were younger. 

The long term andotheiial coll loss was greater 
after intracapsular cataract extraction and was greater in 
presence of an Inqplant. There. waa stastically more endo- 
thelial lens with the trans iridectomy clip lens than with 
posterior chanibar lens eight week and one year after aurgeryi 
the patient with pewterior chaser lenses had continued to 
have more endothelial cell loss during the second post- 
operative year. 

Coieiro JA {1986) studied combined Intmmipsular 
extraction and trabeculectomy with severin five loop 
posterior chamber intraocular' lens, Th® efficacy and safety 
of corabined operation for cataract and glaucoma is establish- 
ed . The result of treating 24 eyes in series of control of 
glaucoma are discussi^i. ■ 
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ei.-- wUt this settlf-.d. with in a wselc or month 


The intracKsnlar pressure was assessed at six ax'd 
at. 12 month (mean 15,7 months) and the prcxjedure detettiined 
as stacceasful of the reading was 20 im Hg or less. 2 2 eyes 
C5u;-; were controlled off ail the treatment, with 5 eyes 


pilocarpine and timolol with another three eyes controlled 
on timolol only. The glaucoma was uncontrolled in one ey® 
C4.1/«) which still required multiple preparation. 


various grades of senile macular degeneration 


of chronic proplonifoacterium endophthalmitis after extra- 
capsular cataract extraction and posterior chamber intra- 
ocular lens Implantation. The inflaramation was charaeterised 
by the clinical appearance of a graijulomatus Iridocyciitis . 
Cultures of intraocular specii^oa obtained from six eyes 
yielded propionitoacteriumi five yielded p. acnes. Post- 


opv.'i , are p roricniucic tor lum endophthalmitis may wajiq;aera<Se 
a» tLrci;:'.c i.zi.v.ocycl,itis . 

J'iichard bates (1986) developed a new forccp to 
siw lity capsular bag tixation during posterior chantjer 
lens implar-tetion* This instrument ha® been designed 
esprc tally to irxt the needs of superior loop placement cf 
Sintily-ftxatr posterior chamber lOL with minimal intraocular 
manipulation and it facilitate capsular bag fixation. 

Jolm G, Sebestyen m (1986) studied the relationship 
between 20L and diabetes mellitus. The reviewed 74 censecutive 
unselected diabetic patient (91 eyes) who had cataract 
.extraction with intraocular lens implantation. The retino- 
pathy status remain unchanged in 79 eyes. Of the 12 in which 
retinopathy status changed# four eyes without previous 
retinopathy# seven eyes that had mild background retinopathy 
progressed to moderate background retinopathy, ■ and one eye 
that had background retinopathy developed mild proliferative 
retinopathy. Sixtyfour eyes (70,3%) achieved visual acuities 
of 20/40 or better. 

Steven T# SIotiohs MD# David Litooff BA# and George L# 
Spaeth MD (1987) reviewed 75 consecutive cases of extra- 
caj^sular cataract extraction and posterior chamber lena 
ii^lantation coiabined with trabeculectomy in 69 patients with 
glaucoma. The mean preoperative intraocular pressure was 



l'J#3 rb; Kg on an average of 2.3 glaucoma medication. Visual 
ucuity improved in 58 eyes ibStei achieved a visudl acuity of 
20/40 or betteri three patients had further deterioration of 
vision at the completion of follo%mp because ol progressive 
glsiueotaa or macular disease. Post-operatively* the Civerage 
intraocular pressure w«s 3.8 and 3 mm Hg lower than the pre- 
operative level at two and 12 month (P^.OOl) on 0.63 arad 0.79 
glaucoma medication respectively, i-lowevcr* 27 (36%) of the 
75 eyes had a recorded intraocular pressure greater than 30 
mm Hg or more above their preoperative level during the first 
six month after surgery* Despite 4n!ipravt»a long tesaa^ control 
of intraocular pressure* detectable conjunctival filtering 
blebs were present in only (41%) of 75 eyes at two months & 
in seven (12%) of 56 eyes at 12 months. Hyphaema sxjcured in 
34 (45%) of cases. 

mvm&nn R, Zalish M* ai^ Oliver M (1988) studied the 
effect of intraocular lens implantation on combined 
extraocular cataract extraction with trabeculectcMey. Author 
compared 23 eyes subjected to ICCE and trabeculectoaqf with 
additional posterior chamber lOL isq^lantatlon* The result 
showed that lOL iaplantatlon did not have a detrimental 
effect on postoperative lOP reduction, gain in visual acuity? 
or need for antiglaucoma atedioation. The incidence of anter- 
ior chamber reactions consisting of developnwnt of posterior 
synechiae and fibrin foriwitlon was significantly higher with 


... u 

lOL had beerj teplanted# However# tte fibrcais was s^saerally 
a;-,acr,beci within 14 days ai^ posterior synecliiae did act 
occlude the visual axis. He concluded that lOL iirplantation 
•ihoiiid he included in these coiRhined operation with the 
object to rehabilitating visual function. 

Michael S, Wsler m, Craig J, Helw BS, and Herbert 
Kaufman I® (1988) observed visual results after Jteratoplasty 
in |>atients with posterior chantoer intraocular lenses. 

Authors performed penetrating keratoplasty in 20 consecutive 
patients who had posterior chamber intraocular lenses fand 
who developed paeudophakic bullous keratopathy. 

All patients received 8.0 mm grafts placed in 7.5 mm 
recipient beds. None of the intraocular lenses were removed, 
final visual acuity was 20/40 or better in eight (40%) and 
' 20/80 or better in 15 (75^*) of the patient. Senile macular 
degeneration C one case ). comeal graft rejection (two cases)# 
and wouikI infection (one case) contributed to poor visual 
results in the remaining patients. 

Khaiid J, Awan ld> (1988) performed unconi>licated 
posterior chamber Intraocular lens implantation into two eyes 
that had been salvaged after expulsive choroidal haetnorrhage 
during a previous cataract operation and in one eye after loss 
of fellow eye from expulsive choroidal haemorrhage. The 
procedure was performed In a 72 year old roan four ii»nth« after 
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•the succassfiii roanagsmant. o£ expulsive choroidal haer.?;'i .'.iiage, 

A third patient, are 84 year old woman and posterior chamber 
intraocular lens Inplantation in her remaining eye s5.x year ; 

the loss of other eye. All patients had a final 
visual acuity o£ 20/40 or better after a followup period of 
six iiionths to four years. 

J wollensalc, 3 Zeisberg and T Pham Duy, Klim 
Monotsble C1988) in his series of 6,000 patients who has 
undergone extracapsulex cataract extraction and Sliricoe 
type posterior chanftser implantation noted the incidence 
of retinal detachment of 0.33%. 

Maninder Singh Dang and PP Sunder Raj (1939) 
studied 400 eyes which underwent cataract extraction with 
posterior chanftser lens implantation to compare the pre- 
dictive accuracy of various lOL power calculation formula®.. 

The new Sanders Retalaff-Kraf f (SRK) II formular was more 
accurate than original SRK and Binkhorst II formulae. 
Modification of a constant used in the SRK II formula to 
make it 'surgeon specific* in^roved its performance further, 

80% of the eyes less then 1 :di'optre error and only one eye 
(0,3%) had an error of more than 3 dioptres, 

H Kas-Soong MD, David C, Musch Ph Di Vera Kowal# 

Alan Sugar VDj Roger F, I4eyer MD in 1989 retrospectively 
studied the clinical records and the comeal endothelial counts 
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of 133 consecutive eyes that received sutured pcs-cerior 
cheiriber intraocular lenses during penetrating keratoplasty in 
tiiC-f absence of lens capsular support. Postopex-ative followup 
tiiRa ranged from three to 24 months# with 82 patient having 
atleast one year followup at one year, 45.1% of these patients 
iiod 20/40 or tetter visual acuity, 30.5% had a visual acuity 
between 20/50 and 20/100; and 24,2 had a viaual acuity of 
20/200 or worse. At two year 63.6% had a visual acuity of 
20/40 or better; 18.2% had between 20/50 and 20/100 and 
18.2% had visual acuity of 20/200 or worse. 


At 1 year the average endothelial cell loss in the 


3 Tony Fernandez I Sebastion Pious and ro&l i-torJ.y 
i.’inalysed first 500 cases of posterior charttber lens 
Indian tat ion inserted in capsular bag. Followup was done 
fccr 6 nonth to 2 year. Mthough posterior capsule rupture 
occured in 23 cases, the lens was Inserted in 12 cases with 
a s.tiail tear. In general the conplications were found to 
be Kiore than BOVe of cases. The only problem faced by authors 
wsrc thickening of posterior lens capsule (11,6%) high 
astigmatism (12,2%) pupillary capture {5.6%} and decentering 
of the lens « 

Sudhakar J» Ravindran RC# and Hatchiar G (1989) 
analysed conplication in 1,000 cases of primary posterior 
chamber lens implantation during period of one year. The 
Important postoperative coitplications were uveitis (9%), 
Striate keratitis (7.3%), endophthalmitis (0.5%) malposition 
of lOL (2.8%) and cystoid macular oedena (0.3%), posterior 
capsule opacification was seen in (11,5%) cases and was 
treated by YAG laser capsulotomy. ftore than 80% cases had 
6/6 - 6/12 vision, 

Keiki R, Jtehtha (1989) studiSKl 50 cases of foldable 
posterior chanftMir lOL isplant after phacoemulcification 
cataract extraction through a 3 ram opening. Lenses used 
were starr, silicone lens, hydrophilic HEMA disc lens, 
MatOMd silicone i«na* Visual results were @6% had 6/6 to 
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lA'A had 6/24 to 6/60i corneal oedema 1Q%, hypopyon 
c^tesi, llyphaeira 4%, iris abrasion 16%, iritis 4% and 
secondary glaucoma In 4% cases, 

Vilas biday® 1989, observed that PHJIA is not tte 
best fftateriel for the manufacture of lOL. It can not be 
autcjciaved and its contamination by ethylene oxide inay 
cause post-operative- sterile uveitis, Biodegra-detion as ■ 
well as ultraviolet transmission can also damge FMKA. 

This lead to the search for other naterlal for manufacturing 
lOLs and glass was found to be suitable* The main dis- 
advantages of glass lOL is its inability to stand Nd-YAO 
laser posterior capsulotomy. YAG shatters this lens# 

But posterior capsular opacification after ECCS 
is less conmion with 'in-the-bag* glass lens implant* If 
needed secondary posterior capsulotoray can be easily done 
using 30G disposable needle bent at. its tip. It becan« 
lens of choice for dlai»tlc patients as glass optic Is 
resistant to Argon laser and successful argon laser 
ceogulation of retina could be done through glass optic* 


Piers Percival 1989 conducted a study *Early ' 
experience with diffractive Bifocal lens'* Author observed 
the. visual result of 33 bifocal lens ln^lantation are 

PMMA BK»iiofocal Implantation* Eighty 
nd 15% of mnofocal eyes could see 
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KS iJb) or better with the distance correction « 

^ l±tj’ ^.’itrcont of -i-S.BD bifocal eyes could see hS iC2) "with 
the distance correction. The mean reading addition for 
«soe-tr «7 J*? at 25 cm was 0,7 3E>.:. The bifocal group and 
2, 2D in the monofocal group. Sixty percent of Bifocal group 
and 24'% of the monofocal group felt that following surgery ■ 
they could depend on the eye for most of the time without 
glasses. 

C Huber 1989 developed surgical technique 'in-the- 
bag* implantation by air bubble pressure*, Author implanted 
•c* or *J* loop poBterior chaisber lens into the capsular bag 
by using the forces, generated by an air bubble to intr^uc® 
the intraocular lens into the capsular bag. The method is 
considered safe and easily taught because it uses irostly , 
ab-extemo manoeuvres . 

Meilitianaon, 1989 in England presented a new lens 
design for intracapsular cataract, surgery. It is intended 
to achieve circumferential equatorial fixation. The 
accommodation of capsular bags of varying siae and accurate 
centration. The lens manufactured as a single piece 
lathecut from a compression TOuiding of PMMA (icI), Currently 
two forms are available - Planoconvex & dlconmx lens. 
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Ac^v&ritages ere - (a) less distortion of riort.*^r4or 
ci'paulei (b) near 360°fixation of the loop without the 
ffie®d to fixate the optic with a large anterior capsular 
skirt# Cc) centration of optic or the reduced r'isk of 
deceTitration allows foveal image with excellent acuity 
from the outset. 

G Maur (1989) at Belgium introduced small incision 
disc lens. The preliminary result of in-the-hag in^lantation 
of a new intraocular lens whose mechanical feature are those 


1 -=“ 


is a slight decentratlon always less than 1 ram -■ 9 C32%). 
upward and 3 (11%) downward. 

Fortynin® patients were checked for CM£ by fluorescene 
angiography 6-7 week after surgery - three (6.1%) cases of 
CMO were observed. In 1 year followup posterior capsule 
thickening was not recorded as it is too early at that time 
to record this con^licatlon. 




Mi- 1 
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ij'at’cilxi Furuse# Seiji Hayasaka, Yukari ia.u'-*icvt.o# 
Tor?.oichi .>e’coQawa (1990) observed tbe c»meal eridotnej-iai 
edtiTiges after posterior chaniber Intraocular implantation 
in pd'cient ’with or without diabetes Hiallitua* Author* 
assaminod 96 patients (Hi eyes) who underwent ECCE with 
the implantation ot a posterior chanftser lOL, The central 
corneei of all patient were photographed by specular micro- 
scope pro-operative ly and 3# 6 and 12 months postoperative ly* 
Ko significant differences in the endothelial cell density#, 
coefficient of variation or cell loss were noted between 
these two groups. 

I, A. Cunliffe# DW yianagan# NM George# RJ Aggarwaal, 
AT Moore in 1991 published their study extracapsular cataract 
surgery with posterior chamber lens implantation in diabetic 






Mamoru Mat-suda et al in 1991 did the comparative 
study ot ttie effect of intraocular Irrigating solution on 
corneal endothelium in intraocular lens implantation. The 
glucose glutathione bicarbonate solution (SSS plus) was 
better than citrate acetate bicarbonate solution Cs « ¥A2) 
with respect to effect on comeal endothelium* 

Manoj R Mehta (1991) at all conducted a randomiaiied 
clinical trial to compare intercapsular or endocapsular 
technique of lOL insertion and conventional posterior 
chamber lOL Insertion after can opener eapsulotomy* Age 
and sex matched groups of 76 patient each underwent surgery 
by two technique, the comeal and uveal reaction was 
evaluated on the first day after surgery end specular cotints 
were done at 6 weeks* Though the difference between 2 
groups was not statistically significant a trend in favour 
of intercapsular technique emerged strongly. 

Now a day endocapsular posterior charts* r lOL 
li^lants are being don© which are having following 
advantage* • 

A, lntra»*operative .advantagjs^ i 

1 , S»*l ler predictable, isore eoatrol led cap*ulotoi-.::/ , 

2* The same capsuloto*^ technique can be utilised i'or 
all type of cataract* 

3, ifydrodlasection of the nucleus can be carried out 
safely under the capsular flap. 
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, Uii-iotheliurc is protacted during the nucleus 
delivery. 

5. Endothelium is protected during aspiration of 

the cortical matter because of decreased turbulence . 

6 . Iris entanglement in the port and subsequent iris 
trans illumination syndron® is reduced. 

7. Smaller quality of visco-elastic substance are 
required to inflate tl^ capsular bag. 

8. 100% capsular fixation of the lower loop under 
direct vision. 

9. lOL does not touch the iris or the endothelium 
during insertion. 

10, A better centering of the ia^lant can be achieved. 

11, In case of rupture of the posterior capsule t!«s 
anterior flap can provide support for a sulcus 
supported lens. 

12* Useful technique when there are posterior 

synechia®, 

13 , Surgery can proceed after zonular dehiscence also 
the bag can be inflated again with visco-elastic 
material . 

B, Post operative period » 

1, Reduce® comeal damage cause# less oedema, 

2* Reduced iridocyclitis. 

3, Reduced Incidence of cystoid macular oedema, 

4, Sunset/Sunrise syndromes occurs Infrequently* 




Table 1 

i^VOLUTlQS eg ISTRAOCUIAR LEMSES 

C-sasratiOi^ - I t (1949-54) Original Ridlej posterior 

chamber lens • 

1. Ridley 1949. 

2. parry ( la^lantation moditication# 1954). 

Generation - II i Cca 1952-62) Dewlopiwnt of anterior 

chamber lens. 

1, Rigid or Semirigid : 

Baron 1952. 1954 

. , Scharf 1953 

. ■ strampelll Tripod 1953 

, Schreck 1954 

, Beitti 1955 

Choyce Mark I 1956 

. Ridley Mark I and II 1957. 1960 

• .Boberg Ans 1961 

2* Flexible or Semiflaxible loops i 

a. Closed loops 

, Dannheim 1952 
« Strar^elli 1956 
: , Leib and Quarry 1957 

b. C5>eii lSK»p 

, laraquer ’J* locsp 1959 



Ca contina^xi clovclorn 

of anterior chaatoer lenses and intro- 
duction of iri* supporti?d lensois* 


Higid or Semirigid - 

Choyce Mark IX 1957 to Cboyce Mark 

VIII 1963 , 


Iris supported. 

Epstein Collar stud lenses 1952 

Binkhorst iris clip 1937# 1958 

Epstein raaltese cross (evolved into 
Copeland - 

Binkhorst lens ) 1962 
fyodorov type I iris clip 1964 
Binkhorst type I iris clip 1964 
Binkhorst iridocapsular 1963 

Fyodorov V-type II# sputnik iris clip 
1968 

Worst medallion# iridocapsular early# 
1970s. 

Wiirst platina# early 1970s. 


CCa 1975 to present) Major iits^roveiwnt ■ 
in microsurglcal techniques# lens design 
and isaterials# introduction of posterior 
chan^r 1 ms. ; 


Rigid or Semirigid • 

. 'Asar mark 11 1977 
- Tennant Anchor 1979 
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2. Flexible or Semif lexible loops or foot plstes- 
A* Closed loop * 

* Leiske 1978 
. Hesstourg 1981 

. Optiflex 1982 

, Stable Flex 1983 ■ 

B. ^en loops or Foot plates - 

. Kelman II 3 point flxst ion# 1978 
, Kelinan quadriflex# 1981 
. Kelman Ormi£lt« 1981 

, Kelman ^lti£l«x» 1982 

C. Radial loops - 

. Copeland# 1982. 

Posterior chairiaer lens t 

, Pearce rigid tripod# 197S 

, Shearing *J* loop raid to late 1970* s 
early 1900 's. 

, SiiBCoe ’C* loop mid to late 1970 's early 
I980*s. 

« Sinsky modified ’J’ loop mid to late 
1970*8 early 1980 's 

• Krata# modified *J* loop mid to late 
1970*8# early 1980's; 

♦ dayman# modified ’J* loop mid to late 

1970*8 early 1980*8. 

* Lindatora# modified »J* loop mid to late 

1970*8 early 1980*8. , „ . 
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Harris# 1 op©n# 1 closed loop# inodified 

•J’ loop. 

Closed modified ‘J* loop both loops 
closed (eg. sheets, galand# knolle) 

Osher-Fenzl# modified 'J' loop with 
loop hole at tip of superior loop. 

Lewicky# modified 'J* loop with loop 
holes at lips of both loops. 

Rigid lens for TAG laser capsulotoray eg 
Hoffer ridge. 

lOL with WR absorbers in optics. 
lOb with biconvex or aspharical optics 


Lynell# glass optic 

Massocco silicine (elastic} lOL 

Universal types (designed to be placed 
in either anterior or posterior chaitber 
(early# 1980 *s5. 

Shepard universal (radial loops) 
i’easter Dualens 


annu type- III 


Bifocal lens, 1989 


Generation - V. i 

Improvement in material and design of anterior and 
posterior chamber lenses and Introduction of visco-elastic 
substance# in ophthalmic surgery. 










PMMA I 


ftcryglass* pluxiglas®, perspex) 


PMMA is light C specific graMfty 1.19) non breakable* 
and durable. It has a high resistance te aging and to 
climatic Chang®, it Is as clear as glass vith refractive 
index of 1.49. 


Since 1949 intraocular lenses (ICL) haw been made 
of FMMA, It is even today the Material of choice because 
of its lightness, clarity and stability. 


There are five ways to iwlce lOLs from plastic today 
Injection moulding of the plastic is performed in ■ 
a h®®t<i^ condition. 


In tim latli«"Cut method the lenses are cutout with 
a drill from a well aged, long stored PMMA plat®. 


3. Couqpreasion - Polymerisation method 


4. Cast jTOuldiiig method 


5. Compression aiwi lathe-cut method 


In Aa»rican literature, nylon is synonymous with 
polyamides* It has high degree of breakage resistance 

(, 1 » .? t rar.fth) • 



Polysinid® suturOE a,i“e l3®ing ^sed for years "to 
close the cataract wounds and suture lris« In pest, they 
were also used to fix the ICL to the irts. 


Kylon 6 (supramid) is used for loops of Iris cll] 
There are chances of biodegradation of loop. 

gprppylene (Prolene) 


It is used for niaauf acturim 


dayman (1981-83) feels that polypropylene is bad 
in the anterior chasOser angle, may be bad in iridociliary 
sulcus (posterior chaatoer angle) also. 


Yamanaka (1978) and Yainanaka et al (1979) found 
ultraviolet light also damages polypropylene. 


In 1979, a glass lens was introduced that had 
polymide as its hapted. (Lynell nodical technology-flow York) 
The advantages of this lens is that it can be boat sterllsed 
(autoclaved). The optical portion of lens la made of glass. 

The popularity of this lens increased till the 
advent of YAG laser • YAQ shattered these lenses and brought 
alxnjt the downfall of these lenses. 



Vila® Eldaye (1989) namd glass lansas In anterior 
chfcribei' TOL, cillery stalcus posterior chaijber IDL and *ln~ 
the-bag* insplantatioB. Th® authors thinkfi that Isnets 

hate © good future in India, 


Fyodorov et al (1983) and Maxsocco (1983) reported 
a lens mad® of medical grade silicon which can be folded 
and placed through a 3 mm incision. 


The silicon lens is introduced in China (Epstein# 
personal coifflitun lea tion# 1984), 


Choyce (1983) is experimenting with a flexible lens 
made of polysulfone. Poiysulfone is transparent and extremely 
heat resistant (260® and higher) so It can be sterllzed in 
steam autoclaved and dry heat? as well as sodimrtiydrMcide# ■ 
ethylene oxide and by gamma radiation. It is non toxic. It '' 


Itehta et al (1978# 1985) reported good results from 
hydroxy-ethyl methacrylate# KBifA lOLs, 


Since June 1984 Ipsteln has used on HEMA in-the»bag 
lens with very satisfying results* The lens can be sterlixed 
with hast# gas radiation chemical, 


Koiki R »hta (1989) observed goc^ result in his 50 
Coldeble ich cases after phaeoeaeilsiflcatioii cataract 



^ ifrc c -feigatic substances t 

In oetler to reduce danger of contact between 
I’s'pldiit and corneal endothelium viico-alastic substancan 
nrc used in modem Implant surgery. 


First Binkhorst In 1973 reconaronded the air cushion 
technique to reduce the danger of contact between implant 
and cornea , Air# however# has the disadvantage that it 
tends to leave anterior chamber quickly for this reason# 
Kaufman and Kata (1977) suggested placing a material 
between lens and cornea that is nonaggressive to the walls 
of the endothelial cells, Fechner has used methylcellulos® 
in more than 1# 000 implantation sine® 1976 C1977# 1979# 1980 
1982i Feschner# 1983). Possibility this was beginning of 
modem visco-surgery. 


Later 1% sodium hyalmonate (Healon) became available 
and recently chondroitin sulfate and a diluted form of 
sodium hyaluronate (Aisvisc).. 


• Recently a conbination of sodium hyaluronate and 
chondroitin sulfate Viscot# is also used. 


2 % methyl cellulose as a suitable visco-elastic 
substance wag used for almost 10 year by Feschner* 


Aron-Rosa #t al (1963)# Bldaye (1965) testosc aiwS 
Chu (1985) are in affrerosint with him. • - 












Akiza imraome and Atsuhlro Kasawm it9P-^) hmm 


uscM 7.% n-ssthyl callulose in 8,000 cases of intraccislar 


iTrplant daring the last five and half years. This otodi* 
convinced them that wethyl cellwlos® 1® »afe and effectivt 
besMe being convenient and economical. It is easily 


ey toe livable has very low particulate matter and cansea 


minJwsal rise of intraocular pressure. The enrlothelial 


protective function and breakdown of the blood aqueous 


barrier are comparable to that of Healon, also observed 


that in-the-bag placement of the lOL Is easier if methyl 


.cellulose is used as compared to more viseous Heelon. With 


Healon the lens tends to be pushed back when placing the 


Inferior haptic in'-the-bag specially in a lOL with poly- 


propylene loops 


However# .Healon may hm more useful In unusually 


hard eyes, l^alon is also more useful w!»n cataract surgery 
is combined with keratoplasty i,e« the triple procedure# 
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.’■‘J’Jil'i ciixmm izKs ifflai;tattc!’ * 


^-OjjJ.W'^c.tiyal flap - A too l.iirge llnibus basea 
flap iis at Iiinderarsce when folded back it raake the 
visual iaation of anterior chamber difficult. Also a 
luiijic flap o.t any kind can contribute to postoperative 
hCiulred ptoslsiAlpar, 1982). It is better to haw a 
I rm conjunctival minlflap, which just allows the lifting 
ol the cornea with conjunctival flap (Caatrovle Jo, 19e7} . 
letter yet to have a small forniae based flap that leaves 
the limbus free of conjunctiva during surgery* 


^tripping,, Deacemeta meiribrane - During cataract 
surgery is a common occurrence. The amount of stripping 
in most Instance# is minimal and rarely leads to 
pemanent difficulties, except a slight corneal oedema 
which leads to corneal scar visible only on slit lanp' 
examiijation . The detachiwent of Descemete membrane is 
1/3 or more will lead to cosTieal deconqpensatlon and 
therefor®, it should reported by injection of air or 
cushion material like 1% sodium: hyaluronat® . If there' 
is lerga detachment, then the flap la sutured to the 
cornea with a 10-0 nylon « ©r polypropylene matte®® a 
suture. 
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- It is a coOTBon coroplication daris’so 
intraocular surgery that is only ona ishonid h< c •irs'i'.v 
to .pravent it frcsm conjunctiva or apiacloral vessels by 
careful curving of liiobal incision towards the cornt-a on 
“ither side i.e. 3 o'clock and 9 o’clock* The blood Iftlt 
in anterior chairtber can clot easily and rapidly rfmkinq its 
xrrnovul difficult. It obstructs the proper vlsihility and 
can result In drawing up the pupil '(Fechner) . The source 
of bleeding way be form iris and Scbleim’s canal. Sir 
Harold Ridley, 1952 reported it In 3 , 4 %, cases. In 1977 
J.L. Pearce with 140 posterior chairiber implant noted total 
absence of postoperative hyphaema probably due to abandonment 
of peripheral iridectcMnies. 


S, Bharti et al 1984-1986 reported that it is 
usually not significant end stops sp«ntan«ously* 


Subhaah P, Kadam 1987 in his series of 146 patient 
hyphaema was noted in 8 cases {10.2%). 


Krat* et al, 1981 reported 0.1% incidences of 


hfph»ei» 


Tony Fernandes et al, 1989 in his SOO cases observed 
hyphaeroa in 0 cases . (1.6%) . • ■ 


■ Flat,, .j^terior CliiBtbey a Shallow or svea snore or 

flat anterior cha^lf i«. AS alpiAlAte emergency in eyes' that 



It -^r.yt 'kJxrl of lOL especially anterioi ch^.i.fc'?r T'"'! 

I'.', i 2 ilf«ry 5vlcus* Contact between lOL and ths corn* 4^1 
oAflothet iurt) i» extrenwily damaging to the corneal eiiclc- 
The majority of tuch cases occur frotn wound 
Tr> 0 k {/-.ipar & i’eschner# 1988). 


Singh et al# 1983 reported the incidence 1,614 


Dharti et al, 1984-86 also found 1.6% incidunce of 


she] low anterior chamber 


Rise in intraocular pressure 


is a multl-etiologic entity, strong watertight wound closure 


intensive corticosteroid treatment# cauterisation of emissary 
and aqueous veins, postoperative swelling of the trabecular • 
raeshwork In corneoscleral incision, plugging up of meshwork 
with cortical material and protein, intra caiaeral swthyl- 
cellulose, chondroitin sulphate and sodium hyaluronate CAlpar 
and Pechner, 1988) , . 


Sir, Harold Ridley (London) in 1952 observed glaucoma 
In 1,2% case®. 


not observe secondary glaueomi 


Krata {1977) observed in his 500 eases 0,4X Ineirience 
©f glaucoma with poslyirior chasdser ICSL, In 1979 Dr. '.^nvid 
Wortheii,Ghalnian of {Fesod & Drug MminiatratJ-'X'-. 

Btireau of Jiedlcal DevicwieJ tii Me paper reported 4X incidenc® 
of secondary glauc<»a»,;:!" \ ' i 





3il.lore {1996) leforted 4 


ill tijfeir postfcxiox chamber IQL carets 

itlifXibife- loop) ICl, 


ii«K, Mshrt et al, 1989 reported 3,1% incidercfc iri 
i;XOup ot 53 cases. 


Tofiy Fernandez et al (1989) reported 1,P' 
secondary glaucoma in his 500 cases. 


incidence 


Most cases oi secondary glaucoma correct thetrselves 
in a few days but the pressure however, may be high enough 
to cause permanent damage and visual loss, especially in 
patient whose optic nerve and intraocular vascular status 
is already embrassed, For this reason all postoperative 
glaucoma should be treated with carbonic anhydrase 
inhibitors, betablocker ‘s, systemic hyperosmotic drugs or 
reduction of corticosteroids (Alpar Pechner, 1988), 


Pupillary block t air block glaucoma are rare In 
cases of posterior chairiber lOL, 


3, Ohost cell glaucoma t In scm patient*# intra' 
operative haemorrag® may occur, as a result of iri* or 
ciliary body erosion# during the insertion of a sulcus 


fixated posterior chairtser XOL is^lant 


!£ the large guantity of blMd is oollected in the 
vitreous# the degenerated blcMWi cells (Qhoit Celia) may 
float in the anterior chaelMii' eM, block the tubercular 
rneshwork causing secoiillatf::f:l#W©!!^* . 



;T!e-iicfeil treatment falJs than lavege of !oi 

c!'f‘^*r;±*er and vitrectomy Is dene tc remove these rho®t cr? 
Cfceachcer, 1938), 


i tw stive peri!:^ suggest traumatic surgery. It Is 
f roTue.'rtly seen after a retroiridal posterior che-.aiter lerss 
implantation, after Intracapsular than extrscapsular and 
after phakoemulelf ication in anterior cuaiRber than phako- 
fimilsification in iris plane. 


The longer it takes for the striate keratitis to 
disappear the more traumatic the surgery was and the worse 
the prognosis is. It is due to the impairment of fluid 
pumping function of endothelium (Feschner, 1988) • 


It is less observed with improvemint of extracapeular 
techniques, avoidenc® of aspiration of cortical reiaanants. 


and reduction of th® sia« of corneoscleral wound from 170 


to 100 degree. Maintenance of comeal clarity by contineou* 


irrigation of balanced salt solutlcai incorporating 


glutathione and adenosine may further reduce the poatoper^itiv®' 


striate keratitis 


■ Steroids and hyperostsiotic eye dr«^ (5% eodluia chloride) 
will help to clear the cornea but this doe* not cure the 
problem since pumping function of tlm endothelium i« lirfsalred. 
If the endothelial cell can cover the daMaged area, the cornea^ 
will clear if not, tiuw ,tiio- «€or»eal transplant will became 


fJiilore 11986) observed 37,®2X. IrcideT^rc cl striate 




Subh&fih F Ksctaro (19675 in his 79 posterior cha^iber 
luL iaplorit cases observed 12*6% incidence of keratitis, 

iydhakar J (19S9) reported 7,3% incidence of ntrl’ste 
keratitip, in his 1000 posterior chamber implants, 

Tony Femsndea et al (1989) observed in 15.2% iiicidonce 
of striate keratitis. . 


i, ^i yyc .t it is • one to surgical manipulation or a» 

a response to transient breakdown of blood aqueous barrier. 

J.L, iearce (197b) in 140 posterior chamber lOL 
implants found minimal surgical uveitis# with no case of 
hypopyon or hyphaema, 

Kretas in 1977 reported 3,3% incidence of iritis in hia 
2 #500 posterior chamber I OL implant (Shearing type), 

Kratz et al (1981) fouiwl 3.3% iritis in his 756 
•j* loop posterior chamkMsr lOL, 

Dr, Worthen in 1979 in a FDA study reported 4,3% 
incidence of iritis, 

Drews studied pearce'136 patients with posterior •; 
chamber lOL and found 1 , 4 % ceses of Iritis • ' 



Subhash P Kadam ( 1987 ) reported 7,5% incidence 


iritis. 
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r wi'r'wXar t” reror*:®’^ 4 ,&/. iRCl-Ser.C!? o 


p-si s is taf*t ave itis • 


'lonj Fernandes (1989) reported 3.4';4 irjciaer.ce c£ 


iritis, 


This raay be minimised by adminstration of prost- 


fird^ndin Inhibition such as indomethacln. The Incidence 


ot severe uveitis is decreased u.ax'ked.ly vlth i.morovetwrt 


In surgical techniquesi better ICL iebrication techniques, 


better ICL design, and the advent, of irsodemn lOL ethylene 


oxide sterilisation (Apple L.c, et al, 1984), 


'Phtha. 


Usually becomes 


manifest about 2nd or 3rd postoperative day; exception being 


staphylococcus epidermidas endophthalmitis which mnifast 


after 5th or 6th week' of surgery. The fungal endophthalmitis 


Is also a late complication that appear after 2 weeks of 


surgery. 


In 1975 £t 1976 two major outbreak were reported by 


Apple L.J. et «1 (1984) and Alpar Feschner C1988), The cause 


of these outbreak was contarainatlon of neutralizing 


solution (sodium bicarbonate) • 13 patients developed f \ange2: 


•ndqphthalmitis following.- 20L b^lants in 1975 end in 1976, 


3 cases had pseudomonas aeruginosa endophthalmitis. 


Or, Worthen in im study 1979 reported O.W Incidence 


of endophthalmitis, 
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Sichenbaan cs Co, authors 1973 repcrtecl that by 
treat'DR^nt: all eyes of bacterial eodophthalinitis were saved 

rona retenslon of vision. 


.iaidraan and Mondino 1982 have shown that lesponse 
to treatmant and final visual acuity, in five ratientt; with 
“post implantation bacterial endophthalmitis", did not appear 
to jje related to retention or removal of lOL. 


David M, J'^isier MD ®t al (1986) studied 6 cases of 


chronic propionibacterium aenes endophthalmitis after ECLE 
and posterior chamber lOL Implants. 


chemosis is present (Alpar# 1982) 


Alper D,J. ®t *1 (1984) reported 1 % incidence in dry 
pack and 15% in case of wet:: pack sterilisacd lOLs. 


This problem is less frequently countered now a 
days due to Inprovoi manufacturing; techniques. 





i-j'ggJ:!'ltates on ICL end 'jitericr */ltX'--rur Iv.ce s 
i ccchr.cr 1982 olsserved plyrrients on ICL anu o« t^nooi-xoi vit:.- . :.u 
face which usually disappeared in few weeks or n«onths* Thsiir 
xftcppearance signifies a flare up of uveitis and raight be a 
tixst sign of CV£, The best way to prevent the formation of 
preciititation of any kind (pigment, blood, celJ, j'rotC'in etc) 
is careful control of bleeding during rurnc ry, ^treuTCt ic 
surgery and control of postoperative inflemmation. 


Apple £,J, (1984) stated that this occur expecially 
during the Izmiediate post-operative period and frequently 
clears spontaneously as t!» operated eye quiets down but 
if Inflammation continues or haemorrhage occurs such as in 
UGH syndrome, the precipitate may coalesce and becomes 
sufficiently dense as to cause dirninushed vision. 

O.P. flillore, M.A. Kurram, A.P, Shroff Nausari (1986) 
reported 31 cases (43.59%) of pigmentary deposit over lOL 
implant. 

II. PCST OPERATIVE COMPLICATIC»S - Late Compllcetlonc 4 
1 • Lens Dislocations - There are several names of 
describe dislocation of the retroiridal posterior chamber 


lens 


- is thm condition in %fhlch 


the iris slips behind one or both edges of lens. It occurs 
with lenses close to the iris# such as Simcoe or original 










^ If left alor;,e, thi' pupil remain distorted 
'Cat*r tye Pupil) and* eventually after 3 V 0 A 4» i%J 4 i V i A O 
yoi^r* it wJfjht lead to sphincter damage, iris fibres 
!■: senjorrhege or glaucoma* 

eor therapy in stwsh cases during 1st pofitor®ratlve 
in soint' cases ceriservative response might tnicceed. 
ihfc puf.dls ere to oe dilated and, if necessary pressure 
has tc bfc" ejjj.lied with swabs over the sclera, over the tip 
of the loops. Once the lens is in proper position , the 
pupil has to be narrowed with pilocarpine or another drug. 
Usually however# surgical intervention is needed. 


Cb) Windshield wiper 


The windshield wiper 



syndrome is a pendulum llbe shifting of the lens back and 
forth when# due to a too short lens (13 or even 13.5 wro) 
iridoclllary fixation did not develop. Such lenses may be 
iraroobiliaed by the method of Dardenne or with double He Cannel 
suture® or tl»y might need to be renKSved and replaced with 
a 14 mm or 14*5 nwa diaswter lens. 

Cc) Sunset k Sunrise syndrome i Sunset syndrome is the 
dislocation of a retroiridal posterior ehimber lens into 
vitreous. This usually happens with a sulcus fixated l«n® If 
the sonule were damaged and the lens was not rotatec" or# in 
same cases even it was or if the lens was implanted in an 
with extensive# but unrecogiiis<wl damage to posterior capsule* 
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cubluxated 3ens mcy irritacr ciliury t-oi-'y causing 
, low gr£-.dc uveitis and cystoid macular oejdeiiio., 

uftsn it is possible to retrive such a lens with an 
iris boolc. The optical part can be dislocated into anterior 
chataber# achieving in effect# double captive iris# and 
superior and inferior loops can be sutured to the iris with 
Me Cannel suture. Some time lens slips out oi vitreous with 
ease or of axtensive vitrectomy needs to be done, a 
replaceirent of *J* loop posterior chamber with nr 

anterior chamber angle fixed lens or an iris claw lens might 
be more advantageous. 

J.L, Pearce in 1976 in his 140 posterior chamber lOL 
implant observed 3% incidence of anterior dislocation of 
implant within 2 days of surgery. 

PDA study in 1979 n»ntioned 0.4% incidence of lOL 
dislocation. 

Sudhakar «J#in 1989 reported 2.8*% incidence of 
malposition of lOL in his 1000 cases. 

2. Intermittent touch syndrome and lOL corneal touch ~ 

This syndrome between retrolrldal fixed lens and 
corneal, endothelium leads to continuing loss of endothelial 
cells and permanent comeal and often macular damage. 






•^ A ^ ¥^: iV^ i > 


o2 -3escribed tfm EvndroiT>e of intermittent 


touch s£ triaci of i'iriCjngr - ciliaryf 2it«!b, localjaed ccrneal 
cncuc,ec on*- ciccuiar aaicdye. 

This Is absent with endocapsular posterior c.nf..uiber 
I CL lriipie:.nt£ . 

3* ^ystold Kacwlar Oedema - It is -s well ’krowri 
complication ot cataract extraction occurlng raore often with 
intracapsular than' ext racapsular extraction, it is not 
completely clear whether CFE with result of an increased 
permeability of perifoveolar capillaries, is caused by 
ischaemic injury, ic secondary to ocular Inflammation or 
from direct traction from as the macula following vitreous 
shift. There may be a contribution of factors., ' : : 

A relationship to anterior segment inf larrmiation 
associated with prostaglandin release and concurrent corneal 
decofiiaensation and CME (the comeal -retinal inflammatory 
ayndroTO) has been reported by caastbaum & Gal in in 1979. 

Galin 1977 reported that approximately 7014 of affected patieni 
will have spontaneous resolution with visual Improvement. 

;eCrata 1977 observed 2 , 1 % incidence of CME in his 2500 
posterior chamber Shearing type lOb implant. 

’ The Miami study group 1979 ccmcluded 4% inciaence of 
• angiographic CME» . ■ 


X 




■ 


■ 















c... ty;fi totier,t will h-yxve spoiitaneouiB x-esolutio'-; with 

visual improvenwnt . . - 

1??? obaerv-r-u incidence cf Chi Jr ‘"'is 

positerior chaniber Shearing- tyris- Ihi implant. 

•rhe Miami study group 1979 concluded 4% incidence 
of angiographic CKE, 

i/affe 1982 found 0.4% incidence of clinical EKE 
in posterior chamber ICu implant. 

iOt-aff and Coauthors, 1981 reported 18.5;% of angio- 
graphic CME In 108 patients who had LCCE or Kelman phaco- . 
emulsification with primary capsulotomy and posterior 'Chamber 
iraplantation. Majority of angiogram were performed b€*twe®n 
2 to 5 month after surgery and the incidence of overall 
clinical CJhiE was apprcacimately 4%. 

Taylor and 'Coauthors in 1984, in 1808 cases found an 
Incidence of 1,2% of clinical EHE, 

Tony Fernandes 1989 'in, his 500 posterior chambe*r lOL 
Implant Cendasapsular) observed, Cystoid macular oedema in 
8 casea (1 .6%) , ■ 

• To. date, no adequate treatment or prophylaxis of 
clinical CME has proven effective. Several reports regarding 
the effect of corticostroids and prostaglandin inhibitors 
such as ijjflanethacin In treating CHS has published, aesults 
have been soiwwhat# ' waeouraglng tout Inconclusiv®, ■ 






ion between trij 

i-lf r ic'nT“'l6 


i.OE chaFibfcr 


rhls is observed in posterior chc-mo^x' i-ans 4 i? 
especially those that sit close to the iris suen adhesion 
can 'be between lens and the pupillary margin or iris, more 
rjdhe'j'lon, however, are between the anterior capsular risrs 
or anterior capsular tags and th® iris (Cickorson, liWi) , 
U'ne signs are lir.itations o£ pupillary dilatation infront 
of adhesions or a groove formation between iris substance 
und the are® around th® edge of ICL. 

The use of anguiated lenses, especially of tha 
convex surface Is facing tte posterior capsule. Jacobi 
lindstrem lens greatly reduces the occurrence of this 
complication. 


5, Thickeninc and opacificei 


of posterior capsule 


Opacification of the posterior capsule is u 
comion ccwnplication of extr^capsular cataract extracticm. 
Children and young adults s®em to be more prone to this 
complication, over a period of 5 to 10 years, however, 
30~5CKi of the posterior ' capsule may thicken, flbroae and ' 
opacify. If visual lijpereinant occurs these tissue must be 
openetl atleast in the visual axis. This can be Bccomplls^hea 
with needdlen, fine knives, and with neodimiltim Ybc 


laser. In very heavy meiribrane If the TAG laser ir not 
availabia pars plan® vitreetowy and merobranectemy mlnht be 


nacesaary. 
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w,;-, (19S6) reported 33 casas ) ot 

xismsLxndz.ts of lens matter in their posterior chapter IC 
iiiiplartt cases , 


Sybhash P Kadam < 1987 ) reported IS. 1 % incidence of 
posterior capcnle thickening. 


SuGhakar J, et al (1989) in his 1000 posterior 
chaiinber lOL implant cases observed 11,5% incidenca of 
late posterior c&psul® opacification* 


Tony Fernandes (1989) in his 500 endocapsular intra- 
ocular in^lant observed 11,6% Incidence of thickening of 
posterior capsule. 


J.L, Pearce (1976) in his 140 posterior cha«*>«r lOl 
observed 73% cases, achieved visual acuity 6/9 or better 
without spectacle correction, ■ 


Sudhakar Ravlwdran RD and IJatchiar Q (1989) In 
1000 cases of post chamber lOL implant observed good visual 
acuity i.e. 6/6 to 6/9 in 57,1% cases, 6/12 to 6/10 in 
cas«s, 6/24 to 6/60 in 6,2% cases, Z-.®/60 in 2,2% 


Tcaiy Femaidea ®t al in 1989 In his 500 posteilor 
chaitber endocapsular implants Observed good visual acuity 
in mom than 80% oases i.a* 6/6 or better in 30,4%, 0/9 to 
6/18 in 52,2%, ,6/24 to 6/6@ J* ia«l% a*sd 4.6/60 in ^4.2% 
cases,' 
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<v,.*.ki, .. 1 , n-il’ifi (IQfjO) in hij c'fc'r.’:ai; 3 it lc«vi‘ I'ln 
cv•^'^»s>^ct extraction with foldable lOLs first Sn 
obaerw^, excellent ¥isiial results (6/9 or better) in 78>:; 
cases, S/1? to 6/lS in m and 6/24 to 6/36 In 24,. . 

Aiftinal,,, detachment - The frequency of retinal 
'jfi t .-'cui'u-inL 1.3 about tte sarae for psaudophakic and aphakic 
eye. There is however# a significant difference between 
routine uncomplicated Intracapsular 3/i and extracapsular 
Q»y>M (iefcchner & Alpax# 1988) . 

Percieval et al (1983). reported the similar results. 

Kretz in 1977 reported 1,3% incidence of retinal 
detachment after 3 iBonth to 4 years followup of his 2500 
Shearing type posterior chamber lOL inplant. 

The FDA study in 1979 reported 0,3% incidence of 

retinal detachment. ' 

Wolleneak J (1988) in a series of 6# 000 patient, who 
had undergone extracapsular cataract extraction end Sirncoe 
type posterior chamber lens, the Incidence of retinal 
detachment was 0.33% (2lcas®s). . . 
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^ maculopathy, oj r -^t.hroj-.rta »» ^■^Itnoii'’;': -the 

.,.--1 'j^<.>l l^us filters the greater part of l-^r/.Tc 

exit, the ri.r;. In.nlly pr^sf^ist e berrier and the coi"a»^;o 
ill;: era only about 20% of the near ultrevlol ct J l-.jht t.c 
ta*- retina, Frythropsia (pink vision J.s an acute pftonomenon) 

Li.uL uccura to a patient with an ocular system that iJciCfS not 
i’iite.x vout the neajL ultraviolet rays* attochc of 

exythropsia almost surely will l««ad tc pcrir^-tnf^rit dainr-ya ol 
the retina due to macular oedeita (Feschner h Alper, 19SS), 

S 

I 

Until the safety of ultraviolet filter ICL is / 
established one many .consider using the ordinary lOLs and 
fitting ultraviolet filtering spectacles (Feachner, 1980) « 











MI^TERIAL & HETHGD 


MATERIAL & METHOD 



Th® present study was carried out in the department 
of Ophthalmology, M.L.B, Medical College Hospital, Jhansi. 

In 21 patients, posterior chamber lOL implantation was 
don© after extracapsular cataract extraction. 

The patients selected for posterior chandaer lOL 
were senile cataracts with & willingness for lOL 
Implantation. 

A detailed general and ocular history of the 
patient was taXen with special reference for any history 
of h 3 ^rtension, diabetes, asthma, rhetimatoid arthritis 
cerebrovascular insufficiency or septic focus. In ocular 
history special attention was given on the refractive 
condition of the eye prior to the development of cataract. 

A detailed general examination of the patient was 
done with special attention for any sign of diabetes, 
hypertension, rheumatoid arthritis, asthma, thyroid disease - 
cerebrovascular insufficiency, enlarged prostate and 
psychiatric problems . 




I 

■ 

I 

;'1 


I 


Thorough local examination of all the patients was 
carried out by focal ill^lmination, slit lamp examination 
and retinosoopy, fundus examination. If possible, and 
intraocular tension was recorded* 






6,0 wa UV - absorbing optic, two PFMA loops, 10 
degree angnlaticm, 4 positioning holes, 14.0 wn 
length, A constant • 116,8 
ACD (im) 4. a 

These lenses are star liaed by ethylene oxide, dry 
packed and nade up of polymethyl a«tha-acrylate. 









Cii) R@ti.ii©scopy WS 8 carried oui; o& the 


ijc&tioi« tabiti 


after leiis extraction visiion was injected into thi 


anterior chanter ai^ retinoscopy was done* Then 


the appropriate intraocular lens is selected, 


Clii) In more advanced centre suitable power of lOL is 
calculated by using a special formula which 
incorporates keratMietry readings and the length 


of the globe as determined by A-Scan ultrasonography. 


The A constant used in the formula is different 


according to which type of lOL is to be implanted. 


P » A - 2*5L - 0.9 K 


« Constant of lens lisplant 


« Power of lens 


Axial length 


» Keratometry reading. 


The night before c^eration patients were given mild 


sedation with Diasepam tablet* Diamox 500 mg for reducing 


intraocular pressure* antibiotic eye drops were instilled 


one day prior to qperatieoi. 


In the morning* prior to operaticm pupil wai 


dialated with instil laticm of Drosyn 10% and hcxitatropine 


and tab* Diamxx given 2 hrs before operation. Cki the 


operaticai table I.V* 20% mannitol 250 ml was given about 


20 minutes before operation* 




'“ri 

'J 

H 


■ 


fi 


I 




















..g^p»«sthasla t 


Ci) Topical 4% ligtiocaln a« drop*. 


icial block by ligoocain 2% with adrenal ii 


1 * 100000 . 


itrobular block with lignocain 2% alongwith 


adrenalin® i * lOOOOO, 


perative 


Part prepared and dropped, lid suture* Cupper & 
lower) were given then superior rectus fixation suture 


was applied and fixed, A small limbus based ccmjunctival 
flap was mad® and bleeding vessels were cauterised with 


ttwi help of l»at cautery. Small lindoal sectiem was made 
at 12 o'clock position with the help of rasor blade 


(Bharat blade). Anterior lens capsuletoi^ was done with 


sharp cystitoee made out from a sharp disposable hypodermic 


needle by multiple Incisiwns at peripheral part of anterior 


lens capsule aiwl anterior lens capsule was removed with 


forceps. Lirobal incisiem was enlarged from 3 o'clock 


position to 9 o'clock position and the nucleus was expressed 
by bimanuel eatress ion method. Three corneoscleral tesporary 


suture were given at 3 mm interval. Then cortical matter 


was washed out with the )^lp of two way oanula (irrigation 
aspiration) in closed chamber teohniipie. Balanced salt - 
solutioii miiced with adrenaline was used as irrigating aolotioa, 


JPoIishing of posterior lens capsule done if ' necessary^ 
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Jtetliyi cellulose (visilon 2 %> introduced in tlie chewbor 


to protect the corneal endothelium* Sow posterior 
chaiaber intraocular lens was implanted and dialled into 
the horizontal position by engaging the guide holes with 
a special hook. One p.B.l. at 2 o’clock position was 
done and injection pilocarpine was injected into anterior 
chamber to constrict it and to ensure that the optic is 
behiirf the iris. Methyl cellulose was washed out frcsw 


chamber by B.S.S. solution, 


The incision was closed with 5-7 interrupted 


corneoscleral sutures of 9-0 monofilament and suture knots 


were burried. A.c. was formed by sii^ll amount of sterile 


air injection. Sub-conJunctival injection of Becadron and 


Gentamycin was given and dressing was done with neospirlne-H 


eye ointment and timolol maleate 0.5% eye drops. 


The intraoperative complications were recorded, 


All the patients were given 


Cap. Chloroi^etin 


1 QBS ) 


Tab. Xbuprofen 


Tab* B Cosgjlex 


1 TDS ) 3-5 daye 

) 

1 ID Pc ) 


Daily dressing was done with neosporine H ointment 


and with tiim>lol maleate 0*5?t eye drops for 3-5 days and 


complications were recorded* The patients were discharged 


after 3 days, 
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After the discharge the folloimp was dan® weekly 
for one TOisth. Lateron folloimp was done fortnightly for 
6«9 month. 


as shown in attached profoima 








The present stuciy 4s fea#««3 on 24 patients which 
were analysed. These patients iwire admitted in cphthalmlcs 
wards of M.L.8. Kedical CoHeae Hospital. Jhansi. These 


posterior chamber ICb Implantation 


Tlh^se study were carried out from operative period 
to postoperative period followup for 6-9 months since 
July. 1990 to July. 1991. 


Out of 21 cases most of them were mature cataract 


The total n-uusA^er of mature cataract were 16. immature ♦ 


and traumatic cataract 1. The diagnosis of different type 
of cataract is shoim in table - 1 aid condition of other 


Mature cataract 




Table « 2 


Condition of other eye 


Diagnosis 


Mor»aX 


tio. of cesi 


Percentage 


23.8 


Mature cataract 
liwaatur* cataract 
Pseud ophakia 
Aphakia 


Total 


09.5 

62.0 


04.7 


100.0 


The table - 3 shows the distribution of age and 
sex of the patients. Most of the cases are male and the 
youngest patient in the stisSy group 'was 20 years old and 
the eldest was 68 year old and the average age was 60 
years out of these cases 15 are »ale and 6 are female. 















iBtrilmtioni of *9« & sex of the 







MBMlIiPM 




SEX DISTRIBUTION 





Complicationa occurlng at tha time of operation 
has been shown in the table no* 4 (cases with retrobulbar 
haemorrhage j- vltreows loss# big rupture of posterior lens 
capsule were excluded from present study. 


Table 


Incidence of peroperative complications 


Uo* Peroperative complication 


Ho, of 

patients 


Corneoscleral wound 
Hyphaema 

Bemnants of lens matter 

Inadvertent rupture of 
post* capsule 


Total 


23,7 


Two cases (9,5%) hyphaema occured. It developed 
after iridectomy and also when iris was separated from 
lens where posterior synechia was formed in a case of 
perforating injury. It resolved within one week with the 
treatment by giving Tab. Diamox and homestatic drugs. 
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2. Reireantg of l«ns Matter t 

In 2 cases (9.5%) lens wattar was left behind, in 
one case ot perforating injury, it was probably due to the 
fibrous raotaplasia of lens fibres which were difficult to 
rewove by irrigation and aspiration. In other case lens 
matter was left at 1 o’clock and was difficult to remove. 
However, it was not present in visual axis • 

3. Inadvertent simll rupture of posterior capsule « 

In one case (4.7%} small posterior capsule rupture 
was foui^. It was accidental rupture of posterior capsule 
during lens irrigation and aspiration. 

Table - S 


Incidence of early postoperative complications 


SI. 

m. 

Postoperative complication 

No. of 
patients 

% 

1. 

Striate keratitis 

5 

23.8 

2 # 

Comeal oedema 

1 

4.7 

3 . 

Iritis 

4 

19.1 

4. 

ffyphaeaa 

«(•» 

- 

5 . 

Dislcxsation of Ims 

• 

<1*® , 

6. 

Baised intraocular pressure 

1 

■ 4.7 


; Ketmuatts of lens matter 

1 

4.7 

s . 

Kxeessive Pigmentary deposits 

on lOL 

2 ■ 

9.S 





Corneal ©edema was found in on® case and it 


subsided within a week tis» 


Iritis was noticed in 4 (19.1%} cases. In most 
of cases it improved within 2»3 weeks with the treatment 
of subconjunctival injection of aecadron. In j Gcntamycin 
aiongwith tropical corticosteroid. Drosyn 10%. antibiotic 
drops and systemic, antibiotic, antiinflammatory and 
corticosteroid drugs, except in on® case it persisted too 
longer ,upto 3 months. 


Postoperative hyphaema was nil in our cases 


Raised intraocular pressure was fotand in on© (4.7%} 


It was due to iritis and due to re tens ion of 


cortical lens matter. The raised tension subsided after 


Remnants of - lens matter was found in one case 
(4.1%) • This case was of perforating injury in whieh 
lens cortex was thick and did not absorb in postoperative 
period. ■ ■ ; 



Table « fe 



Cc»g?licatloii 


Endothelial corneal 
dystrophy 

Cystoid Macwlar oedema (CME) 


Retinal detaciment 


Uveitis* glaucoma* hyphaeiaa 
syndrome 


Iris atrophy 

inhesion between iris and lot 


Thickening of posterior 
lens capsule 

Excess ive Pigmentary deposit 
on XOL 


Persistant iritis was present in one case 
(4*7%). It was associated with raised intra. 
ocular pressure, it subsided after 3 month 
with the medical treatment. 


Thickening of posterior lens capsule was 
present in cwie case (4,756) of perforating 
injery. 


- Pigmentary deposits on lOL were present in two 
cases ( 9 ,$%) idiich remain persisted for d-8 

effeot on vision. 


Table ■» 7 


Viataal acuity 


Visual 
L'j® acuity 


Withoug spectacles 

correction 

Wo. % 


With spectacles 

correction 


9.52 


9.52 


71.43 


6/12 


71.43 


19.05 


6/18 


19.05 


6/36 


Total 


100.00 


100.00 


The final visual acuity with spectacle lenses were 
recorOed 6 weeks after operation* Out of these 21 patients* 
17 patients has good binocular vision and the rest four 
patients could not achieve binocularity as they were having 


stature cataract and advanced iiwMture cataract in the other 


eye. All the patients resunsed their normal routine work 


after a period of 6 week after the operation. 


Thus ^ in about 80.95% cases the final vieual acuity 


improved to 6/9 or better than this, while in 19.05% cases 


final visual acuity improved to 6/12 with spectacle lenses. 


Out of these 80*95% eases 2 patient had 6/6 vision with ttse 


spectacle lenses* 


e of * < 
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Dzscirssic^ 


taract extraction is the most ccsmoti 8wr<|ie«l 
procedure in ophthalmology nom a days, it leads to 
aphalsia which can be corrected by suitable spectacle 
lenses or various contact lenses or by intraocular 
lens implantation, £5ut of ttwse wethals of aphakik 
correction by the posterior chamber lOL iii^lantatlon 
is most suitable method ncm a days. 

These intraocular lens implantations are 
associated with some complication# in addition to the 
complications of simple cataract extraction. 

Now with the major iiiq?roveifieiit in micro-surgical 
technique, lens materials and^ lens design led to the 

increasing use of posterior chamber lenses since 1975 
till date. 

The posterior chamber lens has got the added 
advantages < ■ 

1, Closer to point of rotation, more stability, less 
flutter, glitter. 

2, Closer to nodal pointi better t^tlcai results, less 
aniseikonia, 

2* Belative easy Insertion and one sise fits almost all 
^ and. less chai«ies/Of dislocatlcm. 





V1952}, Subhash p. Kadam (1987) 
reported the Incidence of hvoha 


study 


iHplanted. This is slightly higher than results 
Tony Femaadea (19B9)* who reported 12 cases (2.4%) 
small posterior^^ capsule mptwem in which posterior 
chamber lOL could be..:iii^laated*" 





.ons t 



t study strists kftxatitis was obsai'vwd 
i* wMi® Sudhsicar j, B&yFinAma ho and 

rsported in 7,356 cmms SubhBth P Kadam. 
reported striate keratitis in 12.6% casesi 

U9St) observed 15.2% incidence of striate 
is 500 patients. 


t-3 weeks with the treateent except in 1 case in which it 
persists upto I sttnths* 









-*77, ob3,r«. 3.3* Of ir 

his 2500 case,, subhaah P. K.d«. (1087, repcrtod 
lncld.no. 01 irltu In hi, 79 oa..., sudhab.r o 
Ravlndran Ro and Natohlar ( 1989 ) r.port.d 4.8* in. 

Irltia whll. Tony P.rnand.a (1989) r.port.d 

incldenc* of lr<+‘ 4 « <«. v., 

iritis in his study of posterior < 

lens implantation. 


ftigii#r In my study thfta 

The cause of this high incidence ccmld 
■ment of iritis during postoperative 
ent did not come for regular followup 
excessive handling of iris during 
on procedure. 


««mnani:s o£ i«is matter was found in 1 case (4.7%) 

Thl. caa. «a. of parforatlng injury in which l,n. cortex 

waa thiCc and did not abaorlx-d fully during poatoparativ. 

period. 


# M.A. Khurram and A.p. s 


xaisea intraocular pressure was found in one case 
( 4 , 7 %) , It was the case of perforating injury and was due 
to Iritis as well as due to retention of some cortical 
lens matter blocking the trabecular meshwork, F.D a 


Ox raised intraocular tension i.e. 4% and 4.2% respecti^®^^ * 

It was subsided with iiwdical treatment after 3 month. 

Pigi»ntary deposits on lOL were found in 2 case* 

{9-5/i»), It was lower than the results of O.p. Billore# 

M.A, Khurram and a.f. shroff (1986) who reported 43. 59^^ 
cases. Moreover, it got absorbed after 6-8 week perio<9 
without leaving 111 effect on vision. 

Mj^.„EOgtO Ej^ative complications s 

Persistent iritis was present in one case (4.7% 
present study, it was associated with raised intraocul®*” 

pressure, it subsided after medical treatment in a period 
of 3 months. 

Similar results were noted by Sudhakar J. Ravin< 23 ran 
PD. and Natchiar who reported 4.2% cases of persist©^^ 
Iritis. 

Thickening of posterior lens capsule was observe<^ 

1 case (4.7%). Sudhakar J. Ravlndran RD and Natchiar (i989) 
reported 11.5% Incidence of posterior capsule thickewin^T 
however, Tony Fernandez and Subhash P. Kadam (1987) rmpor^^ 
11.6% and 15.1% incidence of posterior capsule thickei*ia9 
respectively in their posterior chamber intraocular ie»» 
implant oases. This was the case of perforating injury. Th±» 
can be due to the fibrous metaplasia of lens fibres which were 
difficult to remove by irrigation and aspiration but H «•» 
pot in Visual' axis hence not disturbing the vision. However, 







raportud tlisHtly lm» vi»u«l acuity results in tlieir 




it is too early to cosanent on posterior capsular thiclsening 
as followup of €-9 wonth was short time and patient did not 
COB# for px:Qpstt followup* 

Excessive pigioentary deposits over lOL were found in 
2 cases (9.5%3 which persisted for d»8 weeks. The incidence 
was lower than the results of O.P. Billore. H.A. Khurraai and 
A.P. Shroff (1986) who reported higher incidence of pignientary 
deposits in their study. 


in present study the postoperative visual acuity 
achieved is 6/6 in 2 cases (9.5%)# 6/9 in 15 cases {71.4354). 
6/12 in 4 ceses (19.05%) and after spectacle correction i.e. 
80.95% cases achieved vision 6/9 or better. 

■ Aliwst siiRllar results of visual acuity was reported 
by Tony remand®*, Sebastidn Pious and Hoel mni* (1989) in 
their 500 cases of posterior chamber lens iwplantation. 

6/6 or better in 30.4%, 6/9 to 6/18 in 52.2%, 

6/24 to 6/60 in 12.2%, U^/60 in 4.2% cases. 

Kniki R Mehta (i989) reported sisiilar results of 
wlsual acuity in 50 cases i.e* 6/6 - 6/9 in 78?4, 6/12-6/18 
in m» 6/24-6/36 in 24%. 

_ However, Sudhakar 0, Bavlndran m and Hatchiar O, 
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posterior chaariaer lens inqplantation i.e. 6/6-6A in 57,1"A 
c«»«», €/12.6/ii In 31.5% cases. 6/24-6/60 in 6.^,; cacee* 
6/60 in 2.2% cases. 

Hence final visual acuity achievement in my cases 
was very near to the results reported by other workers in 
their studies. 



*4'^ *®-*#*4‘'*t *£ *€■ *6. 
S' ' i- 


SUMMARY 
























norwa 1 ag 


or cataract is iisn. 
process most of the time and it it is 
cause diminution ot vision as well as 
complications alsoj* Xn siodem davs t' 






for I Cl. impiantatioi 


glaucoma, comes 


Intra-oparatlv® hyphaensa in two (9.5^6) cases, 
remnants of lens matter la two (9,5%) cases, and inadvertent 
small rupture of posterior capsule in one (4.7%) case. 


corneal oedema was seen in one case (4.7%) end 
tared within a week. 


Iritis was present in S ceses (23*8%) and resolved 
week time except in one ease which persisted for 











This case «lso responaefi tc the trv.; 

and had good visual acuity. 

' ' ised intxa^ulax px®fisux@ waa ®e®ii Ik ©a® cas© 

• <f ^ which wag controiiad after Btedicfcl tr$®t® 02 it. for 
3 month#. 


aeronauts of l«s matter wa» found in on- case 


[4.7%) 


Excessive pl^iaentary d®p©#ita over lOL %^ere 
in 2 cases (9,5%) which persisted for 6-8 week;:. 

jjate pogt -operativ® coinpllea»4ftn t 

Persistent iritis was present in one car-e 'V;.?,.: 
which also resolved after 3 months with the treatment. 

Thickening of posterior lens capsule observed in 
one case C4.7%) which was not involving visual axis so 
visual echieveiKsnt was good in this case. 

fxcessive pigmentary deposit* over loi. seen in 
two eases C9.5)4), which were cleared after 6-8 week 
without leaving ill effect on vision* 

Visual acuity results after spectacle corrc^ctlon 
were as follows - 

6/6 in 9,52%, 6/9 In 71,43%, 6/12 In 19^. 
good binocular vision was obtained by 80.95X . 
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The following are my conclusions of this clinical 
study s- 

1. For the correction of ephelcl. following cetarect 

surgery posterior chamber lens iit^lantation is 
best among ot^^r n^thods of aphakic correction. 

Good visual acuity and binocular vision achievement 
elongwith no enlargement of image certain 

advantages of posterior chamber lOL. 

3. A. a r..ult Of good visual achlevanant patient, wer. 

able to resume their duties quite early. 

4 . To perform posterior chamber lens implantation is 
slightly difficult* time consuming and require more 

experience* operating microscope and other modern 
instruments, ’ 

5 . Main early postoperative coaipllcations are striat. 

**^*3 ifltls while main late postoperative 
compllcatlona are Iritis, posterior lens cep«ile 

thickening and exceaalve pigmentary deposlte over 

101 ## 

6. Complication like dislocation of lens* corneal 
decompensation, pupilliary capture* cm:, decentrering 
o lens were not observed in present study. 
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1. Name oi Xnir«stigator 

2 . SMrgaon 1/c 


Mam 




4, Cccupetion 


5, Socio-icofsomlc 
status •*•*•«»» 

6. In habit of taking 
any in tost leant . . 


uate 


1 RSdIiiiTIKG iiYK' 


1, A BUILi illJTuKy GJ- FR£SEI-3T ILLKES5 


Hyi«r tens ion 


4!toy Qthar 


CVS 

R«»plrat©ry Syttaw 
CMS 

AMomn ::: 



'4 Kjcamina 


icciel Symrntry 
arot#« 


Eye lashes 


Conjunctiva 


Lis^ba 1 


Palpabral 


Shape 

Surface 

Curvature 

'imm mim yum 

Transparency 

Sensitivity 


i^nterior Chawber 


Cl) Depth 


Norwal/Shallc 


Cii) Contents « Colour 

• liature 

* tlare. 


Colour 

Surface 

Pattern 

Atrophy, If any 
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Size 

Shape 

Colour 

aeaction to light 

Direct 

Comeenstial 


10 » Lens - Position 

- Trenspiirency 

- i»ny other finrllng 

11* '!/isu«l acuity 

12. Digital tension 

13. Tonometry Shlots i 

Applanation i 

14. iundoscopy i 

15. Gonioscopy s 

16. P®rln«try s 

17. £/L liacaraiiiation i 


18. Diagnosis t 


Cl) Urine examination 

Cii) Blood routine •xaitlnatlOTi 

(lii) Blood sugar 


Date of operation t 

Type of antes tlwif it i 

Type of iurfery i 

Use of vlsilon i 

Type of lens tuplentetiwi 

Power of lens 
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Type 

ftuptur® of 

vitreous Prolapse/loss 
Hyphens® 

Iris Injury 
Any other. 




Rt/Lt lye 


1. Date of ex«Bv^period 
2 • Conjunctiva 
3* Cofsdition of wound 
4 • Come® 

5 , A/C . 

§. Poaition of lens 
7. Iri« Pupil 
3. oth«r 



